Intraocular lens (IOL) dislocation is a rare complication of cataract extraction requiring prompt surgery. This case report aims to raise awareness of such cases and the importance of post-surgery follow-up. A 58-year-old female patient was found with anterior IOL dislocation a week after phacoemulsification surgery in her right eye. Visual acuity of the right eye was 1/60 with ciliary injection and IOL dislocation to the anterior chamber of the right eye. The patient underwent surgery of the right eye and the IOL haptic was found to be broken. In this case report, the factors affecting IOL dislocation are axis length, broken IOL haptic, and patient activity that increased intraocular pressure. Cataract extraction surgery, although common, needs to be conducted carefully, and it is important for ophthalmologists and general practitioners to detect this condition, especially in rural areas where facilities are limited, as IOL dislocation could occur and requires immediate treatment to achieve a better result.
Introduction
Cataract is an opacification of the eye lens due to protein denaturation of the lens. Generally, cataract occurs in the older population (above 55 years old), but several types of it can also be found in children. Cataract is the leading cause of blindness in Indonesia, with an incidence rate of 0.1% each year [1] . The definitive treatment of cataract is surgery, with an excellent cure rate; however, this bears the risk of complications during and after surgery.
One of the complications of cataract surgery is intraocular lens (IOL) dislocation. Although rare, it will affect patients' quality life, worsening their visual acuity and adding cost to the treatment [2] . This could be monitored by follow-up after surgery. However, follow-up seems to be ignored these days and is not being done properly. Congdon et al. [3] revealed that the follow-up rate after cataract surgery in developed countries is only 20-30%.
This case report discusses anterior IOL dislocation (ICD-10 H27.121) of the right eye 1 week after cataract surgery. The aim of this report is to raise ophthalmologists' awareness to perform cataract extraction delicately and of general practitioners to conduct postsurgery follow-up.
Case Presentation
A 58-year-old female patient from Tambolaka, Southwest Sumba, Indonesia presented for a follow-up after mass cataract extraction surgery. She graduated from high school and lives as a farmer. Before undergoing mass cataract extraction surgery, she complained of blurred vision in both eyes for 1 year. Upon examination, best visual acuity after correction was 1/300 for the right eye and 1/60 for the left eye. There was no history of other ocular disease prior to surgery. The patient was diagnosed with bilateral mature senile cataract. She then underwent phacoemulsification surgery of her right eye on August 27, 2016 in a mass cataract surgery in the hospital using a regular foldable lens. One week after the surgical procedure, the patient came to the hospital for post-surgery checkup and complained of sudden blurred vision in her right eye. History of eye trauma was denied by the patient. She admitted that before the symptoms appeared, she had often carried heavy loads around 5-10 kg and drawn water from wells as her daily activities. Upon physical examination, blood pressure was 130/90 mm Hg and visual acuity of the affected right eye was 1/60. Ciliary injection was found in the right eye along with IOL in the anterior chamber (Fig. 1) . Another surgery was later performed on the patient to replace the dislocated IOL with a new one. During the second operation, the trailing haptic was found to be broken. Post-surgery visual acuity of the right eye was 6/21.
Discussion
IOL dislocation is one of complications after cataract surgery that may occur after a few days to months. The incidence of IOL dislocation within the first week after operation is 0.2-2.8% [4] . Anterior IOL dislocation was found on 1 out of 110 patients that were operated, with no previous data of anterior IOL dislocation being reported in Indonesia.
There are few risk factors of IOL dislocation, such as short axial length of the eye, uveitis, diabetes mellitus, trauma, older age, and eye rubbing [5] . Other factors that play a role are the type of surgery, the design and material of the IOL, capsule contraction, intraoperative haptic defect, and severe myopia [2, 6, 7] .
Deshmukh et al. [8] stated that an intraoperative haptic defect can occur when using a foldable IOL, especially during folding and implantation of the IOL. Before being implanted, the IOL is put inside an injector. The operator must perform lens insertion carefully and slowly as the IOL haptic could be broken and thus lead to unstable fixation. If the IOL is unstable, it can easily be displaced into the sulcus, where the normal fibrotic process of attaching the lens to the capsular bag does not occur. This will lead to displacement of the IOL into the anterior chamber. In this particular case, the IOL may have been displaced when implanted, in addition to the broken trailing haptic, thus causing the anterior IOL displacement.
Kang et al. [9] stated that there are few factors causing haptic defect, one of them being compression due to activities involving an increase in intraocular pressure. Activities such as lifting of heavy objects could increase intraocular pressure and push the IOL and IOL haptic anteriorly, hence the defect of the IOL haptic. Klysik et al. [10] stated that axial length and low IOL power could be the risk factors of lens dislocation within 5 years of surgery and that the axial length is statistically significant in the incidence of IOL dislocation (p = 0.009). Longer axial length also contributes to a higher risk of IOL dislocation.
In our case, there were few risk factors that played a role in the incidence of IOL dislocation. The surgeon and nurses were competent and had a lot of experience in operating cataract patients. Therefore, it was unlikely that the surgeon made a fatal mistake in the procedure, even though other factors, such as time of operation and fatigue of the operator, may also have influenced the result of the operation. In this particular case, the patient was the sixth patient that was operated on that day, and the operation was done late at night in the setting of mass cataract surgery in a rural hospital. These factors could have caused an error in the procedure, resulting in breaking and displacing of the IOL. In this case, the operator also ensured that the IOL was placed behind the iris before the patient left the operating theater.
The IOL haptic, especially the trailing haptic, can be damaged intraoperatively due to incorrect placement of the injector, hence the IOL may not be placed right into the capsular bag and may thus have a higher chance of being displaced anteriorly. A defect in the IOL haptic can increase the risk of the IOL slipping out of the capsular bag, hence placing it on the sulcus where fibrotic tissue cannot be formed and the IOL is not locked in place, leading to dislocation of the IOL. In our case, it is believed that this was the mechanism of IOL dislocation. The quality of the IOL may play a role in the result of the surgery. The lens used was a regular foldable lens, which has been proven inferior compared to premium foldable lenses; however, as the context of the surgery was one of mass cataract surgery in a rural area, the regular foldable lens was the only kind of lens available.
Another possible reason might have been the lifting of heavy objects after surgery. When the patient lifts heavy objects, intraocular pressure will increase and may push the IOL into the anterior chamber. Other possible explanation is axial length; however, measurement of axial length was not performed, thus we are unable to draw a conclusion.
The Indonesian Ophthalmologist Association has given out guidelines for patients before and after surgery. There are a few things that should be paid attention to, such as control time, changing of drapes, no water contact for 1 week, no coughing, no lifting of objects weighing >5 kg, no smoking, and no eye rubbing for 3 weeks. In this case, the patient was given the necessary information, but did not adhere to it as she had to take water from the well, wash clothes, and bring home the wet clothes by putting them on top of her head. This practice may have increased intraocular pressure, hence causing dislocation.
Mass cataract surgery in this case was carried out as part of a community service by a team of ophthalmologists from Jakarta. The event was carried out between July 11 and 17, 2016 in a hospital in Southwest Sumba. The personnel of this event included 5 ophthalmologists, 2 refractionists, 3 ophthalmology residents, and 4 medical students. All of the medical staffs participating in the mass surgery were competent and experienced. Before the event, patients were examined for visual acuity, anterior eye chamber, posterior chamber, intraocular pressure, blood pressure, and blood glucose. From the examination, 110 patients were scheduled to undergo surgery. Patients were monitored for 1 day after surgery, and all doctors ensured that there were no complications. No mydriatic drops were prescribed after the surgery.
One week after surgery, the patient presented for a follow-up examination and IOL dislocation was found. However, to fly doctors and equipments from Jakarta was not simple and could not be carried out instantly. On the other hand, surgery was immediately required and if not performed might affect the patient's vision permanently. Hence, the patient was referred to a hospital in Bali where she underwent another surgery. The surgery went well despite the extra cost of transportation and accommodation of the referral to Bali for 1 week.
When conducting cataract surgery in rural areas where human resources and facilities are limited, complications must be monitored carefully and if possible must be prevented. Thus, ophthalmologists should carry out the procedure and monitoring carefully. The prevention of such cases should start intraoperatively, with the surgeon paying close attention to carefully putting the foldable IOL inside the injector. It should be ensured that the IOL is attached to the capsular bag successfully, promoting the normal fibrotic process that stabilizes the lens. It is preferable that ophthalmologists stay in the region for 1 week after surgery or that ophthalmologists and their equipments can be flown in immediately should there be any complications. General practitioners and ophthalmology-trained nurses should be trained to detect complications, carry out early treatment, as well as refer and accompany patients in case of complications. Education should also be given to patients and next of kin as to what is allowed and not allowed after surgery with regards to their socioeconomic status. To those in rural areas, education should be given using simple local language they understand, as the correct delivery of information could prevent complications.
Conclusion
This study is the first to report anterior IOL dislocation in Indonesia. IOL dislocation can occur within days to months after cataract extraction surgery. A broken haptic can move the IOL from its designated placement site, hence the dislocation. Thus, education of patients and their family is vital before and after surgery with regards to their socioeconomic status and local culture. This complication can occur even in the hands of skilled ophthalmologists, but can easily be repaired when detected early. Active participation of general practitioners and nurses in rural areas is required to follow up and detect these complications early after cataract extraction surgery. This case report also reminds every ophthalmologist to perform cataract extraction surgery carefully, especially in rural areas where facilities are limited. One week after phacoemulsification surgery in the right eye. There was ciliary injection, but the cornea was clear. The intraocular lens is seen in the anterior chamber of the eye. The chamber was still noticeably deep and the pupil was within normal limits.
